Severe traumatic brain injury (TBI) is defined as patients with a Glasgow Coma Scale of 3 to 8. It is considered one of the major public health hazards throughout the world with a socioeconomic burden. The incidence worldwide is rising, mainly due to the increase in motor vehicle collisions, especially in middle to low-income countries 1 .
In 2010, the number of patients who sustained TBI was approximately 2.5 million. It is considered as one of the contributing factors to injury-related deaths 2, 3 . Data from the CDC indicates that each year in the USA, 1.7 million people sustain TBI 4 .
In Bahrain, the implementation of new traffic laws and restrictions in 2015 might decrease the rate of motor vehicle collisions.
The aim of this study is to evaluate the factors affecting mortality in severe traumatic brain injury patients.
METHOD
All patients admitted to the Intensive Care Unit from 1 January 2010 to 31 December 2015 were included in the study. Patients with GCS ≤8 associated with head trauma on presentation were included. Patients with GCS ≥9 were excluded as well as patients who were declared dead in the trauma bay. Statistical data was analyzed using SPSS software version 19.0.
Factors Affecting Mortality in Severe Traumatic Brain Injury

RESULTS
One hundred five patients were included in the study from 2010 to 2016; the mortality ranged from 2% to 4%, see table 1 and figure 1. The majority of TBI patients were males, 94 (89.5%); the age ranged from 20 to 50; the majority of the mechanism of injury was Motor Vehicle Collision (MVC), see tables 2 to 4 and figure 2. Table 7 reveals the following: gender, age range, GCS severity, mechanism of injury, skull fracture, epidural hematoma, subdural hematoma, contusion, edema, intraventricular hemorrhage, intracerebral hemorrhage and axonal injury.
The most important risk factors for mortality were GCS and Subdual Hematoma, see table 8 .
DISCUSSION
This study revealed that GCS and Subdual Hematoma were potential risk factors for mortality.
Classification of the severity of TBI is necessary in the management because many patients with severe TBI have already presented with GCS ≤8, requiring sedation and intubation. Therefore, it is difficult to utilize GCS in such cases; CT scan is mandatory in such cases.
The most widely used methods for CT classification of TBI are the Marshal Score and Rotterdam Score 7, 8 . The Marshall scoring system divides patients into six categories of increasing severity based on CT brain findings. It focuses mainly on the degree of swelling (midline shift, basal cistern compression) and the presence of contusions/hemorrhage; patients with a higher score have a higher risk for mortality. The Rotterdam score added more variables to their classification which were categorized as subarachnoid/intraventricular hemorrhage, extradural hematoma and the extent of basal cistern compression.
A comparison of both systems showed that the Marshall CT classification had a higher predictive value, whereas the Rotterdam score incorporated more variables into their classification which may be a preferable scoring method for patients with diffuse injury 10, 11 .
There are a number of limitations in our study. Many of the patients that present with TBI have other injuries which could increase their risk of mortality. The classification of CT brain findings was limited to the presence of injury, not the extent or size of the lesion. The presence of midline shift and compression of the basal cisterns were not included in our study, which would be helpful compared to other studies. 
